events. She was seen 2 weeks later and declared that her events had resolved completely. She denied the sense of fighting sleep on a daily basis, and no longer required a nap after work.
pearlS:
1. ISP is common, but RISP is thought to be uncommon.
ISP is often associated with hypnopompic hallucinations
consisting of visual and auditory hallucinatory experiences which can be intensely frightening to the patient and can sometimes carry deep cultural significance. Physicians should be aware of this fear, and approach questioning regarding this symptom with appropriate sensitivity. 3. RISP can be precipitated by sleep deprivation, stress, and sleep schedule disruption, so most cases can be managed by simple attention to sleep schedule and hygiene. Other sleep disorders, mental health disorders, and medical disorders which disrupt sleep also should be sought and addressed. 4. An SSRI can be considered for particularly troubling cases refractory to conservative measures.
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Recurrent isolated sleep paralysis associated with hypnopompic hallucinations, precipitated by behaviorally induced insufficient sleep syndrome
Isolated sleep paralysis (ISP) is defined as the transient inability to move or speak during the transition between sleep and wakefulness in the absence of other clinical features of narcolepsy. Eye movements are typically not affected. Isolated events are a commonly reported phenomenon, with lifetime prevalence estimates varying between 20% to 60%, depending on the population under study. Spanos and colleagues found that, in a large group of undergraduate college students, 21% reported having had at least one episode of ISP. However, only 4% reported that they had experienced 5 or more episodes in their lifetime. 1 The prevalence of cases with more frequent episodes, termed recurrent isolated sleep paralysis (RISP), such as seen in this patient, is not known, but is thought to be uncommon.
ISP is thought to be a form of REM dysregulation, similar to the atonia events seen in patients with narcolepsy. Takeuchi and coworkers demonstrated that events can be elicited in nonnarcoleptic patients using sleep interruption protocols designed to create sleep onset REM periods (SOREMP), from which the patients are intentionally awakened.
2 Polysomnographic recordings of patients with experimentally induced ISP reveal features of REM sleep at the time of the reported paralysis. Takeuchi later demonstrated that patients who tolerated the sleep disruption poorly were more likely to experience ISPs than those who tolerated it well, which may explain the oft-cited correlation between ISP and anxiety disorders. 3 ISP episodes tend to occur during awakening from sleep (hypnopompic) as opposed to narcolepsy-associated paralysis, which is more closely associated with sleep-onset (hypnagogic) events. Many reports indicate that events occur more often from the supine sleeping position, though the mechanism for this is not known.
Visual and auditory hallucinatory experiences are commonly reported with ISP, typically including a sense of an evil presence in the room, sensation of being touched, or hearing voices or other noises in the room. Occasionally more organized hallucinatory activity, such as seeing faces or people at the bedside, are reported. A sense of breathlessness (often described as pressure, or more disturbingly, as someone standing on the chest) is common, likely reflecting the disquieting feeling of relying solely on diaphragmatic musculature for respiration. Subjects often describe the episode as intensely frightening, even after understanding that the disorder is benign and self-limiting. In fact, ISP is part of the mythology of some cultures, attributed to supernatural forces such as witchcraft or even UFO encounters, with references to this experience found in the folklore of many ethnic groups (Figure 1) . The cultural attribution of ISP episodes to the supernatural is salient to the clinician, as it is not uncommon for patients to deny such events out of fear, even under direct questioning.
The treatment for RISP is avoidance of sleep deprivation and other identified precipitants. Serotonergic agents may reduce the frequency of episodes.
